Mr. McDoNAGH considered the case to be a lupus erythematosus. There were one or two interesting points which occurred to him, and which he thought should be borne in mind in connexion with it. The patient was a girl, and the condition was becoming worse. Many of the disappearing lesions had left scars, there were telangiectases above the affected parts, and both hands were involved. He therefore thought the patient might easily get very much worse, develop acute generalised lupus erythematosus, and die of an acute pneumococcal or of a tubercular infection. Tbree of the cases of acute lupus erythematosus which he had seen commenced in this way, and all the patients were girls.
Mr. McDoNAGH considered the case to be a lupus erythematosus. There were one or two interesting points which occurred to him, and which he thought should be borne in mind in connexion with it. The patient was a girl, and the condition was becoming worse. Many of the disappearing lesions had left scars, there were telangiectases above the affected parts, and both hands were involved. He therefore thought the patient might easily get very much worse, develop acute generalised lupus erythematosus, and die of an acute pneumococcal or of a tubercular infection. Tbree of the cases of acute lupus erythematosus which he had seen commenced in this way, and all the patients were girls.
Mr. H. C. SAMUEL said there were hamorrhages in the skin, and ofteni in cases of chilblains there was a diminished coagulability of the blood. It would be interesting to know what the coagulation time was in the patient exhibited.
Dr. WHITFIELD pointed out that the coagulation time would not be of any value in diagnosis, because the coagulation time in lupus erythematosus was also slow.
Dr. SIBLEY replied that when he first saw the case he regarded it as a lupus erythematosus; but when he learned that it completely disappeared in the summer, and that she had little ulcerations at the finger-tips, he thought uncomplicated lupus erythematosus would not act in that way. The fact that it was asymmetrical was much against it being chilblains. The backs of the fingers seemed typical of erythematosus. He had not seen the patient in the summer, but considered it a mixed case.
Case for Diagnosis; Persistent Nodular Erythema
Multiforme.
By HENRY MACCORMAC, M.B.
THE patient, a woman, aged 64, stated that the condition began six months previously on the left foot as a " sore "; it had then spread to the hands, knees, elbows, &c., and now showed a well-marked symmetrical and bilateral distribution, especially tending to be present on points of pressure. The eruption, which was very nodular in its final stages, apparently began as a small flat lesion tending to enlarge, while clearing up in the centre, so that an area from a sixpence to a half-crown in size could be observed with a definitely raised margin of similar colour to that of normal skin. On the knees, elbowxs, knuckles, and on the ear and nostril the lesions were of. a purple tint, and here a superficial central necrosis occurred. There was a tendency to spontaneous resolution especially during rest in bed without any resulting scar. The family history was good; but one son was suffering from pulmonary tuberculosis. The Wassermann reaction was negative. Sections showed areas of cell infiltration with many polymorphonuclear leucocytes, but plasma cells and other round cells were also present. There were no giant cells. These appearances quite negatived the original diagnosis of a tuberculide.
Dr. MacCormac regarded it as a toxic eruption, and the microscopic sections supported that view.
DISCUSSION.
Dr. ADAMSON said that the case was, in his opinion, one of erythema multiforme of persistent type. Several similar cases had been shown at the Section meetings during the past two or three years. The first one he could recall was exhibited by Dr. Little1 as a case for diagnosis," and the speaker had then suggested the diagnosis of "erythema multiforme" with all its features Wexaggerated. Dr. Little's case was shown again some months later,2 with the condition persisting unaltered. Dr. Gray had brought forward another case' (in May, 1913) with the diagnosis "persistent erythematous eruption," and Dr. Sequeira a third case,4 also last year, as lichen verrucosus, which the speaker believed belong to the same class. In these three cases, as in that now shown by Dr. MacCormac, the lesions consisted of persistent raised, circular plaques or rings symmetrically distributed in the situations affected by the eruption of erythema multiforme-backs of hands and forearms and elbows and knees-and in Dr. Little's case on the cheeks.
Dr. GRAHAM LITTLE agreed with Dr. Adamson, who had mentioned his own similar case, shown at this Section, and also at the exhibition of cases at the recent International Congress in London, when the opinions of its nature had been very diverse. In that case circinate vesicating areas, such as were described by Dr. MacCormac, had been the characteristic lesion, and the distribution had been also curiously like that of the present case. Dr. Little deprecated its identification with granuloma annulare, as suggested by one of the members; in the latter disease-of which he had seen a large number of cases-he had never seen or read of vesication as being present at any time. The disease in granuloma annulare was much more deeply situated.
Dr. DOUGLAS HEATH said he saw Dr. Sequeira's case, referred to by Dr.!Adamson, several years before it was shown at the Section; at that time 'Brit. Journ. Derm., 1912 , xxiv, p. 119. 2 Ibid., 1912 , xxiv, p. 270. 3 Ibid., 1913 , xxv, p. 160. 4 Ibid., 1913 
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it was in a more inflammatory state, more like erytbema multiforme than when it was shown by Dr. Sequeira. On the knees, elbows, and knuckles the lesions were button-like and of dusky purple colour. This, and the absence of scaliness, suggested erythema multiforme; though, when Dr. Sequeira showed it under the diagnosis "(2) lichen verrucosus " the patches were covered with horny scales. Its type and symmetry were strongly in favour of it being a toxic erythema; and he thought those cases varied a good deal from time to time. In the case he saw, the nurse at the hospital said that at times the lesions were fairly flat, and at others elevated. This present case was somewhat circinate at itls margins, just as Dr. Sequeira's case was.
Dr. GRAY expressed his agreement with Dr. Adamson; he had seen one or two similar cases, and the lesions nearly always occurred at the periphery of the limbs and on the knees and the backs of the elbows. There seemed to be different types running into one another. In the case shown by him at this Section the lesions came out very suddenly, and often there was htemorrhage into them, and some blistering, followed by septic infection. In a case shown by Dr. Bunch at the International Congress, which the speaker regarded as being of the same nature, the lesions were not so acute as in his own. The type which Dr. Sequeira showed seemed to be still more chronic; there was no vesication, and horny thickening was very marked. He had had another case, in a child, in which the lesions were confined, more or less, to the backs of the fingers, which were very thickened and warty, and were associated with very well developed rheumatic nodules about the joints, especially the elbows, knees, and fingers. That case cleared up in an extraordinary manner under ordinary anti-rheumatic treatment. The condition in his other case had slowly disappeared after many recurrences. Dr. Bunch described the case which he showed at the International Congress as granuloma annulare, and he (the speaker) thought there was some connexion between the latter condition and this group of cases under discussion. He also thought that the cases described by Crocker under the name "erythema elevatum diutinum " belonged to the same group. This was true of the cases which had been described by continental observers under that name, but he could not say whether they were the same disease as Crocker originally described.
Dr. MACCORMAC replied that he considered that a superficial necrosis occurred in this case. At one time it had been diagnosed as erythema elevatum diutinum, and at another time it was thought to be granuloma of unknown nature. Dr. Pringle, who had watched the case for some time, had authorised him to say that he had been inclined to the idea that the disease was a multiform, senile. tuberculide, largely on the ground of the marked central necrosis which occurred; but the microscopical findings definitely excluded that diagnosis, which had been abandoned.
